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R eported 1-year prevalence rates of depression and anxiety disorders in the older adult population have ranged between 3% and 15%. [1] [2] [3] [4] [5] The longitudinal ESA study, which started in 2005, showed that 12.0% of community-dwelling elderly in Quebec, aged 65 years and older, presented with symptoms meeting DSM-IV criteria 6 for depression, anxiety disorders, or benzodiazepine drug dependency. 7 To correctly interpret the severity of these symptoms, it is important to document the length of the reported episodes, as well as the factors associated with persistence and remission.
Research on mental disorders in the older adult population has been largely centred on cross-sectional prevalence studies. Only 7 population studies assessing the 1-year prevalence of persistence and remission of depression were found. [8] [9] [10] [11] [12] [13] [14] A review of these studies conducted by Licht-Strunk et al 15 suggested that the 1-year rate of patients with persistent depression was 41.3%. To our knowledge, no study to date has reported on the 12-month prevalence of patients with persistent and those in remission from anxiety disorders and benzodiazepine dependence among elderly.
The objective of our paper was to examine the persistence and remission of depression and anxiety disorders reported by older adults living in the community during a 12-month period. Our study also compared physical health and sociodemographic characteristics of patients with persistent and partially remitted disorders to the characteristics of total remission patients in a 12-month period.
Method
Data used in our study came from the longitudinal ESA study conducted in 2005-2008 using a probabilistic sample of French-speaking community-dwelling older adults (94% of the population of Quebec speaks French). Subjects living in northern regions of Quebec were excluded on feasibility grounds. In 2005, 10% of the elderly population resided in these regions. A random dialing method was used to develop the sampling frame of the study, which included stratification according to 3 geographical areas: metropolitan, urban, and rural. In each geographical area, a proportional sample of households was constituted according to the 16 administrative regions of Quebec. A random sampling method was also used to select only one older adult (aged 65 years or older) within the household. The response rate for this study was 78.5% at Time 1, and 79.1% of the respondents at Time 1 participated in the follow-up interview 12 months later.
Procedure
Data were collected as follows. First, a health professional contacted the potential respondents by phone to describe the objectives and the length of the study, answer their questions and ask them to participate in an in-home interview. Next, a letter describing the study was sent to reassure the potential participants about the credibility of the investigation and of the interviewer. Appointments were then made with those who volunteered. The interviewers were health professionals (n = 20), staff members of a national polling firm. In preparation for the interviews, they were given 2 days' training on administration of the computer-assisted ESA-Qs by the principal investigator. Respondents were offered $30 compensation for their participation at the baseline and follow-up interviews.
The in-home baseline interview, which lasted 90 minutes on average, took place within the 2 weeks following contact. A written consent to conduct the interview was obtained at the beginning of the interview from all volunteers. As memory problems affect the accuracy of the information given and performance on psychological questionnaires, 16, 17 people presenting severe or moderate cognitive problems based on the Mini-Mental State Examination (a score of less than 22) 18, 19 were excluded at the beginning of the interview. Thereafter, subjects presenting no moderate or severe cognitive problems were invited to respond to the ESA-Qs. Respondents were invited to participate in a similar in-home interview 12 months later. The research procedure was reviewed and authorized by the ethics committee of the Sherbrooke Geriatric University Institute.
Measures
The respondents' mental health status was measured using the diagnostic component of the ESA-Q, developed by the research team and based on DSM-IV criteria. 6 The ESA-Q diagnostic component is similar to the Diagnostic Interview Schedule and the Composite International Diagnostic Interview, which have demonstrated satisfactory reliability and validity. [20] [21] [22] [23] [24] [25] [26] [27] In our study, a 12-month period diagnosis was made for the following psychiatric disorders: major depression, minor depression, mania, specific phobia, social phobia, agoraphobia, panic disorder, OCD, GAD, and benzodiazepine drug dependency. The complete definition of the disorders studied has been reported in a previous paper. 7 Full remission subjects were defined as meeting DSM-IV criteria for one of the psychiatric disorders studied at the baseline interview and as not reporting any symptoms related to the same psychiatric disorder at the follow-up examination 12 months later. Partial remission subjects were defined as having a decrease of symptoms below DSM-IV criteria at the follow-up examination. Persistent subjects were defined by presenting symptoms meeting DSM-IV criteria for one of the psychiatric disorders studied at both the baseline and the follow-up interview 12 months later.
The respondents' use of health services for their psychological distress symptoms was measured at the end of each ESA diagnosis module with the following question: "During the past 12 months, did you consult a general practitioner or other health professional about the symptoms you just reported?"
The respondents' physical health status was measured using the number of chronic health problems based on a list of 16 problems according to the International Statistical Classification of Diseases and Related Health Problems, 10th Revision. The sociodemographic characteristics assessed in this study were: age, sex, marital status, education, income, and region of residence. Level of education was categorized as less than 7 years, or 8 years and over. The family annual income indicator was categorized as less than $15 000, or $15 000 and over. The region of residence was categorized as: metropolitan (³100 000 inhabitants), urban (³1000 inhabitants), and rural (<1000 inhabitants), according to the definitions of the Institut de la Statistique du Québec. 28 Social support was also measured in our study as an index based on the responses to 3 questions: "In your environment, is there someone you can confide in or talk to freely about your problems?"; "Is there someone in your family or circle of friends who could assist you in time of need?"; and "Is there someone you feel close to, a family member or friend, who shows affection towards you?" As most respondents had sources of support in these 3 areas, 2 categories were defined: absence of at least 1 of these sources of social support, and presence of the 3 sources of social support measured. This index has been associated with elderly psychological distress status. 29
Analyses
Data were weighted to ensure that the proportion of older adults within each of the regions and geographical areas reflected the actual proportions in the population. Weights were determined based on: · The probability of selection of the administrative region in the geographic area p (a) · The conditional probability of selection of the household in the administrative region The weighted sample included 2784 older adults who participated in the baseline at Time 1. The mean and median sampling design effect were 0.94 and 0.95, respectively.
In our study, 20.9% of the respondents at Time 1 did not participate in the follow-up interview at Time 2. Results showed that respondents lost to follow-up were more likely to have used health services for their psychological distress symptoms (OR 1.30; 95% CI 1.03 to 1.64). The results also showed that loss to follow-up was not associated with the presence of a DSM-IV disorder (OR 0.93; 95% CI 0.78 to 1.12). In this study, missing information on the mental health status of the respondents lost at Time 2 was replaced with estimates based on a multinomial probability distribution method proposed by van Buuren and van Rijckevorsel 30 for categorical data. Complete information for prevalent subjects at Time 1 (n = 335) on their mental health status at Time 2 was available for 306 subjects.
A multivariate logistic regression analysis was used to describe the associations between the independent variables studied and the respondents' mental health status at Time 2. 31 For the purpose of our study, subjects with persistent disorders and respondents presenting a partial remission of their initial condition were compared with the group in total remission. The odds ratio and its confidence interval were used as a measure of association. All hypotheses were tested at the 5% significance level.
Results
Based on the weighted sample (Table 1) , the respondents' mean age was 73.8 years (SD 6.1), and most of respondents were women. Forty-six per cent of respondents were married and most had social support in the 3 areas measured. Nearly 20% reported an annual income lower than $15 000, while 23.4% of respondents had less than 8 years of education. Forty-five percent of the respondents were from a metropolitan region. On average, respondents reported having at least 3 chronic diseases, and 12.9% reported psychological distress symptoms meeting criteria for a DSM-IV diagnosis. Nearly 13% of respondents reported having used health services for psychological distress symptoms during the 12-month period preceding the baseline interview. These results are similar to those observed in the older adult general population in Quebec. 32, 33 As 2%) . The respondents suffering from an anxiety disorder did not show a better outcome for total remission (79.6%) than those with a mood disorder (59.5%) (c 2 = 0.31, df = 1, P = 0.58). However, at the statistical threshold used, the proportion of those with partial remission was higher in the mood disorders group (40.5%) than in the anxiety disorder group (20.4%) (c 2 = 12.5, df = 1, P < 0.001).
The multivariate logistic regression analysis showed that the probability to present a persistent psychiatric condition or a partial remission after one year of follow-up, compared with those in total remission, did not vary according to respondents' sociodemographic characteristics such as sex, age, marital status, income, education, and region of residence ( Table 3 ). The results also showed that social support and the number of chronic health problems reported at the baseline interview did not influence the mental health outcome at Time 2. However, the results indicated that an increase in the number of chronic health problems between baseline and follow-up was significantly associated with the persistence of disorders (OR 1.19; 95% CI 1.06 to 1.34). The results also showed evidence that the persistence of a disorder was associated with use of health services for psychological distress symptoms between Time 1 and Time 2, 12 months later (OR 7.35; 95% CI 3.72 to 14.55).
Discussion
Our objective was to examine the persistence and remission of depression and anxiety disorders during a 12-month period in the elderly population living in the community. Our study also compared the health and sociodemographic characteristics of people with active disorders with those in total remission.
Previous results showed that 12.0% of the elderly of the ESA study reported psychological distress symptoms meeting criteria for a DSM-IV diagnosis at the baseline interview. 7 The findings of our current study show that the proportion of subjects in total remission after 1 year was relatively high (53.9%), compared with other community studies that reported 1-year remission rates of depression in the elderly population varying between 32% and 55%. [8] [9] [10] [11] [12] [13] [14] Comparisons with other studies must be made with caution as they did not use DSM-IV criteria to define subjects in remission and those with persistent disorders. In addition, none of these studies distinguished between total and partial remission. The results here suggest that the rates of remission and persistence of anxiety disorders are similar to the rates observed for mood disorders. To our knowledge, no community studies to date have reported the 1-year persistence and remission rates for anxiety disorders in the elderly population.
The results of this study showed that the probability to be a patient with a persistent or a partially remitted disorder after one year of follow-up, compared with being in total remission, did not vary according to respondents' sociodemographic characteristics. These findings are in agreement with results reported in other studies. 8, 10 Also, social support and the number of chronic health problems did not influence the presence of a psychiatric disorder at Time 2. Contrary to the Prince et al study, 10 the data did not support the hypothesis that a deficit in social support significantly predicted the persistence of mental disorder. However, the findings indicated that an increase in the number of chronic health problems reported between Time 1 and Time 2 was associated with the persistence of the psychiatric disorders. This is in agreement with results reported in other studies. 11, 12, 34, 35 Multivariate logistic analysis also showed that the respondents' use of the health services for their psychological distress symptoms during the 12-month period following the baseline interview was associated with the probability of having a persistent disorder after 1 year. This result was interpreted as supporting the idea that patients with severe active disorders at Time 1 (those who are going to still actively have disorders at Time 2) tend to use health services for their symptoms during the year following the baseline interview. Our interpretation is in agreement with results from other studies that suggest that the use of mental health services is associated with perceived need and severity of mental illness. [36] [37] [38] The results of our study should be considered against some of the following limitations. First, the data used were self-reported and may include recall bias and measurement error related to the respondents' attitudes (for example, social desirability) at each time point of the survey. This phenomenon could have impacted the measurement of the stability and change in the mental health status of the respondents during a 1-year period. However, in this survey we trained health professionals as interviewers and used a highly standardized procedure that limited the presence of this potential bias. Second, attrition between the first and the second interview was relatively high (20.9%). Similar results have been reported in others studies. 10, 12, 39 This could also have impacted the results. However, a valid imputation method was used to estimate the respondents' mental health status at Time 2 and thus limits the potential bias associated with loss of respondents at followup. Third, the small number of respondents with persistent disorders or in remission at Time 2 limits the statistical power of our analyses. Finally, our study is based on patient with prevalent disorders, which prevents us from definitively concluding on the true rates of 1-year persistence and remission of psychological distress problems in the elderly population.
Table 2 Prevalence, persistence, and remission of probable DSM-IV disorders in the ESA study
In addition, our study did not cover the full range of the mental disorders observed in the older adult population (for example, alcohol and drug use disorders) thus limiting our evaluation of the phenomenon. Despite these limitations, the ESA study is the first longitudinal study providing information on the course of mood and anxiety disorders in a large sample of the elderly population living in the community in Quebec.
Conclusion
Our study indicates that only 19.4% of subjects with prevalent disorders at Time 1 were persistent during a 12-month period. This finding may be interpreted as follows. First, it is plausible that in community samples a large proportion of people meeting diagnostic criteria for mood or anxiety disorders reported symptoms reflecting transient problems. In this case, these people may not need pharmacotherapy as suggested by Patten et al. 40 Second, as only 2 assessment time points were used in our study, it is also possible that respondents with disorders were missed due to the fluctuating course of the disorders studied. Thus the proportion of respondents in remission could have been overestimated. These issues suggest that further studies on persistence and remission of mood and anxiety disorders should consider covering additional time points of follow-up measurements to provide more valid conclusions about persistence and remission of psychiatric disorders among elderly. It is also suggested that future longitudinal studies should focus on subject with incident disorders and use a follow-up period close to the expected duration of the course of the psychiatric disorders studied, which was 23.4 months, on average, in the ESA study. Further, as residual symptoms were shown to be important risk factor for relapse, 15 subjects in partial remission should be considered separately as a high-risk group. Future longitudinal studies using longer follow-up periods may offer the opportunity to better document the relapse problem. These studies would help to formulate mental health practice guidelines more specific to older adults.
Résumé : Persistance et rémission des troubles psychiatriques dans la population âgée du Québec
Objectif : Documenter la rémission et la persistance des troubles psychiatriques dans la population âgée du Québec.
Méthode : Les données utilisées proviennent de l'Enquête sur la santé des aînés (ESA) réalisée entre 2005 et 2008 auprès d'un échantillon (n = 2784) représentatif de la population âgée du Québec.
Résultats : Les résultats de l'ESA indiquent que 12 % des répondants satisfaisaient aux critères diagnostiques du Manuel diagnostique et statistique des troubles mentaux, 4 e édition, (DSM-IV) pour un trouble de l'humeur, un trouble d'anxiété ou de dépendance aux benzodiazépines lors de la première entrevue. Nos résultats indiquent également que la proportion de cas persistants après 12 mois de suivi était de 19,4 %. Près de 67 % des cas en rémission ont connu un rétablissement total de leurs symptômes au cours de l'année suivante. Nos résultats montrent que la probabilité de présenter un trouble psychiatrique persistante ou une rémission partielle après un an de suivi, comparativement aux rémissions totales, ne variait pas selon les caractéristiques sociodémographiques des sujets. Nous constatons aussi que le soutien social et le nombre de problèmes de santé chroniques n'influençaient pas la santé mentale au suivi. Toutefois, nos résultats indiquent que l'utilisation des services de santé (RC = 7,4; IC 95 % 3,72 à 14,55) ainsi que le changement du nombre de maladies chroniques (RC = 1,2; IC 95 % 1,06 à 1,34), augmentaient la probabilité que les cas prévalents au temps 1 soient des cas persistants au temps 2.
Conclusion : Nos résultats suggèrent que la détérioration de la santé physique est associée à la persistance des troubles du DSM-IV chez les personnes âgées. Ces résultats suggèrent également que l'utilisation des services de santé mentale est associée à la gravité de la maladie.
